MISSOURI DIVISION OF HEALTH —- STANDARD CERTIFICATE OF DEATH

~62—-009272

+3lo-

Regmrahun District No, .\_g_____z..ﬁ--_?tlmary Registration District @QQ____RGQMHI' s No,

STATE FILE NUMBER

DO NOT WRITE —
ON THIS §TUB. AMENDED H-ED FFR2-31962 : —
1‘_ PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
. . -y b N i
VS 300 8 ~a. COUNTY aamt Louis a. STATE M Souri b. COUNTY S 7.’ L 4 }dylion)
Rev, 4/59 % b. CITY (If outside corparate limits, give TOWNSHIP only) Length of stey in 1b . c&v Tnside Limirs
Z .
1 IE TOWN Normandy 8 days TowN _Overland Yer & No D
I_Itﬂj l z c. ilUlL NAME OF {If NOT in hospital, give location) Inside Limits d. .SIS‘ISEEE‘SS {If curside, give location) Reside on Farm
QSPITAL OR
< INSTITUTION . ¥ {N . ¥ N
2055 94 | IS Normandy Osteopathic Hogpl™® ™C 9939 West Wigect @0 Ne
a ‘ 3. (":AME OF DE)CEASED First Midd|e Last 4, DOAJE Maonth Day Year
¥Ype of prin?
" Rae Lilley DEATH Fab, 3, 1962
& 5. SEX 6. COLOR OR RACE 7. Married [1 MNever Married [] |8. DATE OF BIRTH | 9. AGE (last birthday} {1F UNDER 1 YEAR | IF UNDER 24 HR
5 - l&a Whi'be Widowed i Divorced [ 8/2/1891 70 Months | Days Hours Min,
1g td
10a. USUA|, OCCUPATION (Give kind of work done | 10b. KIND QF BUSINESS GR INDUSTRY[ 11. BIRTHPLACE (City and state or country) | 12, CITIZEN OF WHAT COUNTRY
& w dUﬂﬂg most of w rkmq 'Y if renredl y .
2 LED Aﬁ”,?‘ BANK NG Cleveland, Ohio US A
Q 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND QR WIFE
7 ¢ = . ) DE N2
Q PHoRLEiS LikLEL on kwown Lapprd Lo 44 EY
8 z 7 15. WAS DECEASED EVER IN U.5. ARMED FORCES? — B 17. INFORMANT Address
o < (Y?‘&o,sor unknown) I[lf yes, er or dates of service AN A A 8.5‘-6 £ f;@u’f‘z g BZ‘g ‘,lﬁ;‘fﬁi;’a
w
————M o [y 18. CAUSE OF DEATH (Enter only one cause per line formroporma1sr - INTERVAL BETWEEN
10 < 5 PART |. DEATH WAS CAUSED BY: - CONSET AND DEATH
Q u g IMMEDIATE CAUSE (a) o - 3
1 3la b f 3
—_——a 8]
12 - o 5 [a] Conditions, if any, DUE TO (k) @' éﬂ W =
____:l. w i which gave rise to (
SR rY “‘m %
ot stating the under- I
13 = lying cause last. DUE TO (c m
__"_"'_'_g z PART 11. OTHER SIGNIFICANT '-71 " PART IH. If deceased was female was
g disease condition given in PART | , there a pregnancy in last 90 days.
)
"z" § [_[:] Yes I O Ne i ] Unknown
g E 19. ‘\;\égéo}\kli\'l'&;SY 20a. ACCBENT SUICUIDE HOMDICIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART || of item 18.)
2 o YESO NO
2 g 5 20¢, ;IIMLEmgF Hour Month, Day, Year
o NJ &.m.
b 8 < g: p.r.
4 ] 20d. INJURY QCCURRED 20w, PLACE OF INJURY (e.0., in or about home, | 20F. CI1Y, TOWN, OR LOCATION COUNTY STATE
™ WHILE AT WORK [ farm, factory, street, office bldg., atc.)
5 NOT WHILE AT WORK [ Sy
o ot (]
S o E é 21, | attendad the deceased froM o.___u.-éz__and las? saw hlmnlwa on. 2/3/‘ +
@ ; o Death occumﬂ? 8" 25 alml m on the date stated shove, and to the best of my knowledge, ffom the causes stated.
m —
w w 2 L 7 /SIGNATUR {Dggrea or title) 22b. ADDRESS . 22c. DATE SIGNED
L o & 6273 1-5;4/ < -6
- @ = % e Do , JAS - 2/ 2-3-62
z Ki ONiCi 3
- <L 23 BURIAL, CREMA:I'ION 23b. #ATE 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATI {City, town, or COU"'Y) . [State)
g 5 /ﬂ%\f;gﬁ-m “on 62|\ AEW ST MARC US| STLETS
- I
= < § T3 FuNEgAL OIRECTOR ADDRESS 35, DAITE RECD. BY LOCAL REG. EGISTRAR'S SIGNATURE ”
1T
3| | | B Z4Rd Hillersan olembrnonse "9 5= [ 3 [Nt tpefly 72
)
U v

(Licensed Embalmer’s Statement on Reverse Side) -
W




”

-1

STATEMENT BY LICENSED EMBALMER -

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.

working under my personal supervision. % j
Student Signed __O'M

Signature of Student Embalmer 3 —_
Licensed Embalmer No. 6 5’/

. | o Address @%&M%@
. &

-
L] - .

Nofe: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.

K



